Peripheral cemento-ossifying fibroma (PCOF) is a reactive neoplasm and presents itself as a gingival overgrowth. It most commonly arises from the periosteum/periodontal ligament. It comprises 9% of all gingival growths and predominantly affects adolescents and young adults. A number of factors have been implicated in the pathogenesis of PCOF including trauma, local irritation such as calculus, ill fitting dentures or faulty restorations. We report a rare case of PCOF of the maxilla in a 4 year old child with previous history of flap surgery in relation to the unerupted tooth. Clinicians and oral and maxillofacial surgeons must be aware of such lesions occurring in the maxilla and must consider it in the differential diagnosis in the appropriate clinical setting.
Introduction
Benign fibro osseous often present themselves as an epulis like growth. Cemento ossifying fibroma is an encapsulated lesion consisting of fibrous tissue containing variable amounts of mineralized material resembling bone, cementum or both [1] . It accounts for 3.1% of all tumours and 9.6% of all gingival lesions and originates from the periosteal cells or periodontal ligament [2] . The pathogenesis of peripheral cemento ossifying fibroma can be conceptually explained as follows-1. Dystrophic calcification or bone formation as a result of irritation of the periodontal/ periosteal membrane 2. Fibrosis of the granulation tissue [3] . Hormonal influences may explain the high incidence of peripheral cemento ossifying fibroma in females. Peripheral cemento ossifying fibroma presents as a pedunculated nodular mass less than 2 cm in size and originating in the interdental papilla of the gingiva. Surgical excision forms the mainstay treatment of PCOF.
Report of a Case
A patient aged 4 years reported with a complaint of growth in the upper anterior region of the jaw with duration of 6 months (Figures 1 and 2 ). History revealed that the growth started following a flap surgery done in relation to unerupted tooth in the region. The growth was painless and patient had not undergone any treatment for the same.
On examination, a single ovoid growth was evident in maxillary anterior region displacing the tooth 51 and 61. The tooth 51 was protruding from the centre of the growth. A calcified bone-like structure was evident on the mesial aspect of 51. The surface of the growth was irregular and overlying mucosa was erythematous. No discharge was present.
On palpation, the growth was mildly tender and fixed to the underlying structure. It was hard in consistency. Bone like material was felt on the surface of the growth. Bleeding was evident on palpation.
Correlating the history of slowly enlarging painless growth and clinical finding of bony hard growth originating from the maxillary alveolar process causing displacement of 51and 61 without any secondary changes a clinical diagnosis of benign tumor of bony origin was made.
Radiographs
The Intraoral peri apical view of the maxillary anterior region showed that the teeth present are 51, 52, 53 and 61. Permanent tooth buds present were 11, 12, 21 and 22. An irregular radiopaque structure was evident in between 52 and 61 surrounded by radiolucency and tooth-like structure evident inside the radiopaque structure. Suggestive of ossifying fibroma.
Computerized tomography of maxilla showed ill defined lytic lesion in the right side of the maxilla with surrounding areas of sclerosis and 
Histopathological report
Section showed peripheral stratified squamous epithelium. The underlying connective tissue showed interlacing trabeculae of bone with peripheral rimming of osteoblast. The deeper connective tissue showed ovoid to globular basophilic calcification interspersed in a richly cellular fibroblastic stroma. It was suggestive of Ossifying fibroma.
Management
An incision was given in the upper anterior region right side away from the lesion, proper dissection was carried out and the entire lesion was removed. An excisional biopsy was done and the specimen on histopathological examination showed rich cellular connective tissue stroma consisting of proliferative plump of fibroblast, along with collagen fibres (Figures 3 and 4) . Round to oval areas of osteoid along with round with round basophlilic cementum like material were seen interspersed in connective tissue stroma. Peripheral stratified squamous epithelium was also evident ( Figure 5 ). It was suggestive of peripheral cemento-ossifying fibroma.
Discussion
Waldron classified fibro osseous lesions into three main categories namely-fibrous dysplasia, reactive lesions and fibro osseous lesions [1] . The 1992 WHO classification of groups under a single designation (cemento ossifying fibroma) two histologic types cementifying fibroma and ossifying fibroma that may be clinically and radiographically indistinguishable [5] . Gardner suggested that peripheral ossifying fibroma and peripheral odontogenic fibroma are two distinct entities. Peripheral ossifying fibroma is a reactive lesion and peripheral odontogenic fibroma is an extraosseous variant of central odontogenic fibroma. Peripheral cemento ossifying fibroma shows parakeratinised epithelium and well cellularised connective tissue containing mineralized components ranging from bone to cementum. Histopathology is important in confirming the diagnosis of peripheral cemento ossifying fibroma [6] .
Histomorphologic spectrum of peripheral ossifying fibroma was studied by Buchner in a series of 207 cases both clinically and histologically. In 66 % cases the surface epithelium was ulcerated and Open Access 3 in the remainder it was intact. The ulcerated lesions were composed of highly cellular fibroblastic connective tissue and the non ulcerated part was more collagenized. Significant number of differences existed to differentiate peripheral ossifying fibroma from odontogenic fibroma [7] .
Recurrence rate associated with PCOF is very high. Cundiff reported a recurrence rate of 15.9% [8] . Kennedy et al. showed a recurrence rate of 14.2% [9] . PCOF may present with unusal presentations. Hormonal influences may play a role in the high incidence of PCOF in females. Tooth migration has also been reported in some cases of PCOF. Surgical excision forms the mainstay of treatment of PCOF which includes the involved periodontal ligament and periosteum along with the removal of underlying etiology such as ill fitted dentures, calculus and rough restorations [10] .
To the best of our knowledge PCOF occur in a patient with previous history of flap surgery has not been reported in the literature. Clinicians and oral and maxillofacial surgeons must be aware of such unusual presentations/etiologies of PCOF occurring in the maxilla and must consider it in the differential diagnosis of patients in the appropriate clinical setting.
